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? The department has determined after notice and opportunity for hearing 
(Noticeof Intent to File MedicaidTEFRALien - see attached Exhibit 1)that 
them is no reasonable expectationthat theperson canbe discharged fromthe 
facility within one-hundred twenty days and return home. This may be 
substantiatedby oneof the following evidences: 

Applicant/beneficiaryhas been in the institution for longer than 

one- hundred twenty days. 

A physician states in writing that the applicant/beneficiary 

cannot be expected to be discharged evidenced by one of the 

following forms: 


1) Form DA-l24B, Department of Social Services -
Missouri Division of Aging - Initial Assessment - Medical 
Summary - Section H - physicians Evaluation and 
Recommendation. (See attached Exhibit2); 
2) Form DA-mC, Department of Social Services -
Division of Aging - Nursing Facility PreAdmission 
Screening/ResidentReview for Mental Illness/Mental 
Retardation or' RelatedCondition - Section B -
Exemption Categories,(See attached E&ibit.'3) 

an RN assessment Coordinator . s t a t e s  in writing that the 
applicant/beneficiarycannot be expected to bedischarged 
evidenced bythe minimum dataSet (MDS) - Version 2.0 for 
Nursing Home Resident Assessment.and CareScreening - Full 
Assessment Form - section Q - DischargePotential". (See 
attached Exhibit4) 

2. 	 The following criteria are used for establishing that a permanently institutionalized 
individual's son or ,daughter provided cam as specified under regulations at 42 CFR 
6433.36(0: 

Submission by a sonor daughter of an affidavitswearing to residing in the 
home for atleast two years immediately belorethe date of the individual's 
admission to the institution, miding there on a continuous basis since that 
time, and providing care which permitted the individual to reside at home 
rather than in an institution. (SeeattachedExhibit 5)  
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3. .  	 The State defines the termsbelow as follows: 

0 estate 

Estate is definedunder 0472.010(11) - % s t a t e B  me8115 the real and personal 
property of the decedent or ward, as from time to time changed in form by 
sale,reinvestment or otherwise, and augmentedby any acmelions and 
additions thereto and substitutions therefor, and diminished by anydecreases 
and distributions therefrom. 

0 individual's home 

The principal placeof residence ofthe individual. For town or city property, 
lots on which there is no dwelling and which adjoin the residence are 
ansidexed part of the home (regardlessof the number of lots so long as they 
are in the same city block). For rural property, the acreage on which the 
home is located plus any adjoining.acreage will be considered part of the 
home. 

o equity interest in the home 

co-ownership of the home which isnot the result of a transfer of property for 
less thanthe fair market valuewithin thirty-six months prior to 
institutionalization. 

o residing inthehome for at least one or two years on a continuousbasis,and 

definedas physically residingin the home for at least one or two years on a 
continuous basis, withthe exception of convalescent stays of a duration less 
than ninety days for eachoccurrence. 

. . 

0 lawfully residing. . . 

Residing inthe home with the permission of the owner or, if under 
guardianship, the owner's legal guardian. 

4. The State defines undue hardship as follows: 

Claims are barred by statute, .0473398, if determined that 1)the cost of collection 
will exceed the amount of the State's claim or 2) the collection of the claim will 
adversely affect the need of the surviving spouseor dependents of the decedent to 
reasonable care and support from the estate. 
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Missouri’s Medicaid estate recovery program is authorized by State law in the 
probate code. The Statemust purrme its claims against Medicaid decedent estates 
following the processesestablishedbystatute. Claims are barred by statute, 
6473.398, if determined that 1)the cost of collection willexceedthe amount of the 
State’s d a h  or 2) the collection of the claim will adversely affectthe need of the 
surviving spouse or dependents of the decedent to reasonablecare and support from 
the estate. 

The estate’s attorney or other interested parties may raise any disputes with the 
State’s attorney over the State’s claim filed in probate. If the dispute cannot be 
resolved, the probatejudge will render a ruling in a scheduled probate hearing. At 
that time, the court candecide if the State’s claim is barred by reason of hardship. 

6. 	 TheStatedefinescost-effective as follows(includemethodology/thresholds used to 
determine cost-effectiveness): 

The State voluntarily defines cost-effectiveness as:The cost of the collection will 
exceed the amount of the claim.However, ifa dispute exists, the estate’s attorneyor 
other interested parties may raise any disputes, including Cost-effectiveness, withthe 
State’s attorney over the State’s claim filed in probate. If the dispute cannot be 
resolved, the probate judge willrender.a ruling in a scheduled probate hearing. 

7. 	 TheState uses the following collection procedures (include specificelements contained in 
the advance noticerequirement the method for applying for a waiver, hearing and appeals 
procedures and time frame^ involved): 

The estate’s attorney .or other . i n t e r e s t e d  parties.may raise any disputes with the 
State’s attorney over the State’s claim filed in probate. If the dispute cannot be 
resolved, the probate judge will render a rulingin a scheduled.probate hearing. 
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RECIPIENT/REPRESENTATIVE’S NAME 
RECIPIENT/REPRESENTATIVE’S ADDRESS 
address1 
CITY STATE ZIP 

RE: RecipientName 
? DCN # 

Thisisto notify you that based on approvalof your applicationfor medical assistance, your home and otherreal 
property(ies) are subject toa TEFRA Iien. A TEFRA lien is a claim on the property of aperson as security for 
payment of ajust debt authorized by the Tax Equity and Fiscal ResponsibilityAct of 1982TEFRA The lien 
will be for the debt due thestate for medical assistancepaid or to be paidon your behalf. 

A lienmay be placed on aperson's home and otherrealproperly when all of the followingconditions are met: 
When the person lives or is going to live in a long tern care facility. 
Whenthepersonownsahome or other realproperty. 
When there is no reasonable expectationthattheperson willbe discharged from the long termcare 
facility and resume livingin the home within one-hundred twenty days of admission. You have 
the right to appeal the decision that you are not expected to return home within one-hundred 
twenty days of admission. The procedures for requesting a hearing on the back of this letter. 
Whenthe person doesnot have a spouse, child under twenty-one years ofage, or child who is 
blind orpermanently disabled living in the home. 
When the person doesnot have a brother or sister who has an equity interest in the property and 
who was residing in the home at least one year immediately before the date of the person's 

. admissionto alongtermcarefacility . :  . . .' 
. .  ' 

Whenthe person doesnot have a sonor daughter who has been residing in thehome on a 
continuous basis for atleast two years immediately before thedateof admission, providingcare 
which permitted the person to reside at home ratherthan in an institution. 

. . I f  you do not meet all of these conditions, please contact the Division of Medical Services, TEFRA Lien 
Recoveries, P.O. Box 6500, Jefferson City, MO 65102-6500, (573) 751-2005. 

.	A lienon property doesnot changetheownership of the property It only represents a debtthat must be satisfied 
whenever the property is sold, transferred orleased. MissouriMedicaid does not q u i r e  a medical assistance 
recipient to sell his/her home. The purpose of theTEFRA lienis to scum property so thatmedical costs can 
bemovered bythe Statewhen thepropertyis Sold, W e d , .or leased... . . . 

The TEFRA lien,will,& released in the event theperson @ discharged from the long termcare facility and 
resumes livingin the home. 

please note that the applicant/recipient objectstotheplacement of the TEFRA lien, the appIicant/recipientmay 
made ineligible formedical assistance. 

state ~ ~ ~ . , i96-11 Effective date april1 1946 
Medical new approval AUG 0 .I-1996Division of Services supersedes -g.&l; 

TEFRA Iden Recoveries 
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Ifyou are dissatisfied with any actionor failure to act with regardto your medical assistance, you have the right 
. to e.Your rights and procedures for hearing axe explained in the Missouri Division of Family Service's 

pamphlet "ImportantInformation About Your Hearing Rights"(lM-4). 
before you request a hearing, request a conferencewith the MedicaidTEFRALien Recovery workerand his/her 
supervisor to discuss the proposed action. If you sti l l  disagree with the.decision, request a hearing through your 
local DFS caseworker.... 

The hearing is held locally either by speaker-telephone or in-person without cost to you and the 
setting is informal 

You mayrepresent yourself or have a friend or relative do so. 

0 	 You will not need a lawyer, but may have legal representation if you desire it. If you do not have 
an attorney or cannot afford one, .andlive in an are served by legal aidor legal services office, 
you may be eligible for theseservices. 

REQUEST A HEARING THROUGH YOUR LOCAL DFS 
caseworker 

0 	 PREPARE FOR THEHEARING BY GATHERING INFORMATION 
ABOUT YOUR CASE 

0 ATTENDTHEHEARING 

Detailed instructions and informationcan be found in MissouriDivision of Family Service's 
pamphlet "ImportantWormation About your Hearings Rights" (MA). 



A D D R E S S  S I G N A T U R E   

(Rcw.A/84) 

N A M E   

Recent  

-- 

Diabetic  

Rehab.  

M5 46-1 i .EXHIBIT2 
Services - MISSOURIDIVISION AGINGDepartment of Social 

SUMMARY 
OF 

Attending physician INITIAL
To be completed by 

ASSESSMENT-MEDICAL OA-124 B 

patient’s( L A S T .  F IRST.  M I D D L E )  D. 0. 6. CASE: L: A L P H A  I PAY I D C NCO.  

MEDICAL INFORMATION -Date of last midialexamination 
'7. physical Information: . . 28. MedicalIncidents: Dates types 29. ResidualEffects: 

11 Height I 0 CVA ___ , _  

2) Weight t 0Recent surgery ~-. 

31 B/P 3 Recent Fracture 

41 Pulse 4 mother :  


30. SpecialLabTests: 31. Stability: 32. PrescriptionDrugs: 
. 11 1 0 improving 11 5) 

21 2 0Stable 21 6) 
31 71 3 0Deteriorating 31 

4 0Unstable 4)  81 n 

33. MedicalStatus - CurrentDiagnoses: 34. OtherComments: 

21 II 31 
Other: I 

F.  FUNCTIONAL LEVELS(Check only thosewhichapply.) 
35. 	 Functional Impairment: 36. Behavioral Information: 37. MentalStatus: 

ModMin MIX Min Mod M a x  Y e s  No 

I 0 0 0 Vision 1 0 [3 a Confused 1 s 0 Lucid 
2 0 0 0 Hearing z 0 0 0 Withdrawn 2 0 0 Labile 
3 0 0 Speech 3 0 0 0 Hyperactive 3 0 0 Comatose 
A 0 0 0 Ambulation A 0 0 0 Wanders 4 0 0 Semi-comatose 
s 0 0 0 Manual s 0 0 0 Suspicious s 0 0 MentallyRetarded 

Dexterity 6 0 0 [3 Combative 
,7  0 0 SupervisedFor Safety 
a 0 0 0 Causes Mgt. Problems IO L E V E L  O F  

F U N C T I O N I N G  
9 0 0 0 Controlledwith Medications(s) 

G. PATIENT CARE ASSESSMENT 
38. OrderedRehabilitative Services: 39. SpecializedNursingProceduresRequired:(Checkthose which apply.) 

(Enter frequency perweek.) 1 0Bowel & Bladder a 0 Inhalation Therapy 1 5  0Special Skin Care 
1 -PhysicalTherapy z 0 Care 9 0 Intake & Output 16 0Sterile Dressings 
2 -Speech Therapy 3 0Colostomy Care (Ileostomy Care) 1 0  0 Fluid I 7 0TherapeuticDiets 
J -Occupational Therapy 4 0Decubitus Care t 1 0Oral Suction 1 8  OTPRBP 
4- Other: s 0 Urine Test 1t 0Oxygen 19 c]Tracheostomy a r e  

Care Feedings6 0 Fracture Care $3 0Prosthesis t o  0Tube 
7 0Gastrostomy I 4 0Restraints 

40. ASSESSED NEEDS: (Check only those which apply and give rationale for assessment) 
Min Moa max 

I 0 0 0 Mobility 
2 0 0 0 Dietary 
3 0 0 Cl restorativeservices 
4 0 0 0 Monitoring 
5 0 0 0 Medication 
6 0 c] 0 .Behavior/MentalCond. 
7 0 0 0 Treatments 
l0 0 0 Personalcare
* 0 0 services 

H. PHYSICIAN'S EVALUATIONAND RECOMMENDATION: 
Yes No 47. Level of Care Determination - In my opinion this patient's medical condition andlor 

42. 0 0 Docs regimen of patient needto functioning capabilities qualify for the following level of are:medical 
' be under thesupervision of MDIDO? I 0Acute Care Hospital I0Mental Hospital 

43. 	 0. 0 Will a nursing facility be capable of pro- 2 S k i l l e d  Nursing Facility 6 0Residential Can Facility 
viding the  needed care? s0Intermediate Care Facility 7 0Adult Boarding Facility 

44. 	 0 0 If placed in a nursing facility wouldyou 4 0Intermediate Care facility-mentally Retarded 
have plansfor eventual discharge? 48. Alternative Determination -Although this patient's condition qualifies for care in at 

45. 	 What is  this patient's prognosis? l e a s t  an intermediate care facility. in my opinioninstitutionalization m y  be avoided at 
1 0Improvement 3 0Deterioration this time by the provision of the following services within the patient's home. 
2 s tab i l i za t ion  4 0 Instability I 0Home-Health 4 0day card/treatment 

46. Current condition has existed since 

P H Y S I C I A N ' S  A T T E N D I N G  

DATE telephoneC O U N T Y  ? C I T Y  

REFERRAL DISTRIBUTION: OFS d i s t r i b u t i o n  . DA DISTRIBUTION: 
white o r i g i n a l  CANARY and PINK COPY -DFS co. office WHITE ORIGINAL and CANARY COPY-OA central office WHITE ORIGINAL - OA central office 
G O L D E N R O D  COPY - facility or physician PINK COPY - D F S  Co. office fi le CANARY COPY - DFS Co. office 



HOSPITAL  

state Pian TN$ qd- I \  Effective Date aprilI 1, exhibit 
N A...,-...... STATE OF MISSOURI supersedes TN-;;. -. -. .---- approval DateAUG .; ; Page 1 

DEPARTMENT OF SOCIAL SERVICES - DIVISION OF AGING 

NURSING FACILITY PRE-ADMISSIONs c r e e n i n g / r e s i d e n t  REVIEW FOR 
MENTAL illness/mentalRETARDATION OR RELATED CONDITION

[ SE - COMPLETION OF THIS FORM IS MANDATORY FOR ALL PERSONS RESIDING IN OR APPLYING TO RESIDE IN MEDICAID CERTIFIED] 
APPROPRIATENESS OF THEk. JTIES AFTER 1/1/89 TO DETERMINE NURSING FACILITY PLACEMENT. I 

FOR STATE OFFICE USE ONLY 
DCN CASE NUMBER 1 DIAH number 

j3 SEXSOCIAL SECURITY number 

i :.'&LE E female ,i < DATE OF BIRTH j 5 NAME OF nursing f a c i l i t y  ,IF known 
4 
; 

I 
t. 	 c u r r e n t  street address ' person s phone number

! 
n 

1 7  CITY 0 8  state : 0 ZIP , : O  COUNTY ; :1 datime phone number for key information 
I j I i 

! 12. CHECK THE APPROPRIATE RESPONSE DESCRIBING THE PERSON'S CURRENT LIVING ARRANGEMENTS: 

HOME .fl WITH RELATIVE OR FRIEND '23 NURSING RESIDENTIAL' 0 IN FACILITY OR OTHER FACILITY 

; 0OTHER(SPECIFY) 

; 13. IS THE PERSON 

; 0A POTENTIAL a d m i s s i o n  OF; TRANSFER TO A CERTIFIED BED7 (PREADMISSION SCREENING) 

A CURRENT RESIDENT IN A CERTIFIED BED? (ANNUAL REVIEW) 

IF THE PERSON IS CURRENTLY RESIDING ina CERTIFIED BED. INDICATE THE MONTH AND YEAR THE PERSON ENTERED THE 

CERTIFIED NURSING BED 

C' check ALL OF THE FOLLOWING WHICH DESCRIBE THEPERSON: 

L .d. HAS A PRIMARY DIAGNOSIS OF DEMENTIA (INCLUDING ALZHEIMER'S DISEASE OR RELATED DISORDER) MADE by A PHYSICIAN 
BASED ONA NEUROLOGICAL EXAMINATION. 

0 15. REFERRED TO THE NURSING FACILITY AFTERRELEASE FROM AN ACUTE CARE HOSPITAL FOR A CONVALESCENT STAY. I.E.. 
A PERIOD NOT TO EXCEED 120 DAYSAS A PART OFA MEDICALLY prescribedp e r i o d  OF RECOVERY. 

0 16. CERTIFIED BY A PHYSICIAN TO BETERMINALLY ILL ANDREQUIRING CONTINUOUS NURSING CARE AND/OR MEDICALSUPERVISION 
AND TREATMENT DUE TO PHYSICAL CONDITION. 

0 17. COMATOSE, VENTILATOR DEPENDENT, FUNCTIONSATTHE BRAIN STEMLEVEL, OR HAS A DIAGNOSIS OF CHRONIC OBSTRUCTIVE 
PULMONARY DISEASE.SEVERE PARKINSON'S DISEASE. HUNTINGTON'S DISEASE,AMYOTROPHICLATERAL SCLEROSIS, OR 

HEART.. CONGESTIVE FAILURE. 

i f  one OR MORE OF THEABOVECATEGORIES WAS CHECKED, THE INDIVIDUAL MAY BE ADMITTED OR CONTINUE TO RESIDE IN A 
CERTIFIED BED. 

PLEASE COMPLETE THE REMAINING SECTIONSOF THIS FORM. 

FOR A MENTAL ILLNESS WITHIN THELAST TWO18. HAS THE PERSON RECEIVED TREATMENT YEARS? 0 YES 0 NO 

IF YES, INDICATE WHEN(I.E.. MONTH/YEAR) AND WHERE MENTAL HEALTH TREATMENT WAS RECEIVED: 

19. 	DOES THE PERSON HAVE A DIAGNOSIS OF ANY OF THE FOLLOWING AS DEFINED IN DSM-Ill R. SCHIZOPHRENIA, 
MAJOR DISORDER. DISORDER OR ATYPICALPARANOIA, AFFECTIVE SCHIZOAFFECTIVE PSYCHOSIS? ' 0 YES NO 

DIAGNOSIS BEFORE'ES. WAS THE MADE THE AGE OF 0YES 0 NO 

Zl. doesTHE PERSONHAVEREGULARLYPRESCRIBED A MAJOR t r a n q u i l i z e r  OR OTHERPSYCHOTROPICMEDICATIONS? 0 YES NO 
IF:YES. LIST: (Please include dosage. frequency and indicale forwhat conditions) 

1 0  886-2447 (6-891 DISTRIBUTION physician Canary COPY.Nursing facility II notsuspected 10 be MR or MI. retam all copies I f  Suspected or MI. relam only DA 124( 
the Gold copy and send (he remaining copies 10 the division 01 aging along with the DA-12AA and DA-1210 



ILLNESS? MENTAL  A  

NAME 

SOCIAL 

DEVELOPMENTAL  

MS.4d-( I .EXHIBIT 3 . 

Paw 2 
SECURITY laNUMBER i 

i 
i
I 

PERSONS NAME ' DATE OF BIRTH NUMBER 
1 

I I I 
22. DOES THIS INDIVIDUAL EXHIBIT BEHAVIORS WHICH WOULD LEAD YOU TO SUSPECT THAT THIS PERSON MAY * .  

have 	 0 YES 0NO . . 
i ;. LIST ALL SPECIFIC BEHAVIORS WHICH SUGGEST MENTAL ILLNESS: 
I 
I ! 

2s.DOES THE PERSON HAVE ANY CONDITION OR BEHAVIOR WHICH MIGHT LEAD YOU TO SUSPECT THAT this 
HAS DISABILITY OR MENTALPERSON A DEVELOPMENTAL RETARDATION? 0YES 0NO 

: IF YES. DESCRIBE 
I 
! 

' 26. IS THEINDIVIDUALBEINGREFERRED BY ANAGENCYTHAT SERVES PERSONSWITHMENTALRETARDATION 
DISABILITIES?i OR OTHER YES NG ' 

i IF YES, INDICATEAGENCY: OF THE !THE 

27. WAS THE INDIVIDUAL FOUND ELIGIBLE FOR THAT AGENCY'S SERVICES? 

28. LIST ALL CURRENT MEDICAL AND PSYCHIATRIC RELATED DIAGNOSES FOR THE INDIVIDUAL: 

?O IST ALL MEDICATIONS CURRENTLY PRESCRIBED FOR THE INDIVIDUAL: (Please include dosage and frequency) 

-
30. WHAT IS THE SPECIFIC REASONFOR ADMISSION TO THE NURSING FACILITY? 

1PHYSICIANS SIGNATURE IDATE I TELEPHONE NUMBER I 
FAILURE TO COMPLETE AND SUBMIT THE REQUIRED INFORMATION THISFORM MAY JEOPARDIZEOR FALSIFYING INFORMATION ON 

AN INDIVIDUAL'S ABILITY TO ENTER OR CONTINUE RESIDENCE IN A MEDICAID CERTIFIED BED. . 

IF ALL QUESTIONS IN SECTIONS C AND DWERE ANSWERED " N O  a n dTHERE IS NO PSYCHIATRIC RELATED DIAGNOSIS, THE INDIVIDUAL 

.MAY BE ADMITTED/CONTINUE RESIDENCE WITH NO FURTHER EVALUATION. THIS FORMIS TO BE RETAINED IN THE INDIVIDUAL'S MEDICAL 

I RECORDS.

f .IF ANY q u e s t i o n s  IN SECTIONS c OR D WEREANSWERED -YES" OR THERE Is A PSYCHlATRlC r e l a t e d  DIAGNOSIS, COMPLETE THE 

f DA-124A AND DA-1248ANDSUBMITALL THREE COMPLETED FORMS TOGETHER TOTHE DlVlSlON OF AGING, COMRU. 1440 AARON CT.. 
I 

i JEFFERSONCITY, MO 65102. THE INDIVIDUAL MAY NOT BE ADMITTED TO A NURSINGFACILITYUNTILTHEREQUIREDEVALUATION AND 
I 

I ELIGIBILITY DETERMINATIONS HAVE BEEN COMPLETED, UNLESS AN EXEMPTIONWAS INDICATED IN SECTION 6. 

8 

! 
4 	 1. MISSOURI THE FOR CONSENT , GIVE 

. .i DEPARTMENT OF SOCIAL SERVICES, THE MISSOURI DEPARTMENT OF 'MENTAL HEALTH AND THEIR LEGALLY AUTHORIZED 

! REPRESENTATWEBTOOBTAIN INFORMATION FROMPHYSICIANS, HOSPITALS, PSYCHOLOGISTS, AND OTHER SERVICEPROVIDERS 

I 
ERSTAND THAT FURTHER EVALUATION MAY BE REQUIRED AND I AUTHORIZE THE DEPARTMENT OF MENTAL HEALTH TO 

r e l e a s e  NECESSARY INFORMATIONTO THE EVALUATIONAGENCY. 

SIGNATURE OF PERSON OR LEGAL GUARDIANDATE 

I 

UO886-2447 6-09) 



in  unless  other  

resident I numericidentifier 
MINIMUMDATA SET (MDS) -VERSION2 0  EXHIBIT 4 

FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING Page 1
FULL ASSESSMENT FORM. 

(Statuslast 7 days, time frame indicated) MS 96-11 

b.PERIODSOF ALTERED PERCEPTIONOR AWARENESS OF 

D SPEECH-(e.g., speech is 
nt or ramblingfrom subleato 



nc	)OD AND BEHAVIOR patterns 
Code forindicators observed in last 30 drys,irrespective of the 

I 
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